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Lifelong learning for community pharmacists is shifting from continuing education (CE) towards
continuing professional development (CPD) in some countries. The objectives of this report were to
compare lifelong learning frameworks for community pharmacists in different countries, and deter-
mine to what extent the concept of CPD has been implemented. A literature search was conducted as
well as an Internet search on the web sites of professional pharmacy associations and authorities in
8 countries. The results of this review show that the concept of CPD has been implemented primarily in
countries that have a long tradition in lifelong learning, such as Great Britain. However, most countries
have opted for the CE approach, eg, France, or for a combination of CE and CPD, eg, New Zealand.
This approach combines the controllability by regulatory organizations that CE requires with the
advantage of sustained behavior change seen in successful CPD programs.
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INTRODUCTION
Maintaining competence throughout their careers is

a lifelong challenge for all health care professionals.
Being aware of the fast evolution of knowledge and the
responsibility that health care professionals have should
raise concerns about all required competencies. This
moral sense, however, has not always sufficiently moti-
vated health care professionals to continuously pursue
new knowledge. Consequently, professional associations
and authorities alike started developing formal lifelong
learning systems with the aim of sustaining the practi-
tioner’s competence and ensuring the provision of quality
patient care. Traditionally, these systems were based on
continuing education (CE) however, in the last few years,
there has been a shift towards continuing professional
development (CPD). CPD is a process usually conceived
as a circle connecting the stages of reflection, planning,
action, and evaluation.1 In this process the individual
practitioner determines his own learning needs, makes
plans to meet those objectives, executes those plans,
and finally evaluates whether the actions were successful.
These steps are usually recorded in a CPD portfolio. In
comparison, CE can be seen as one part of the CPD
process, encompassing such traditional teaching methods
as lectures, workshops, and distance learning courses.

Whereas CPD is focused on the individual practitioner,
CE is structured to address the learning needs of the
majority of practitioners. One of the reasons for the shift
towards CPD is the limited effect of formal CE activities
on the behavior of the practitioner.2-5

The CPD approach has started to find acceptance in
pharmacy.1,6,7 The International Pharmaceutical Federa-
tion (FIP) has adopted the CPD concept in 2002 as the
‘‘responsibility of individual pharmacists for systematic
maintenance, development and broadening of knowl-
edge, skills and attitudes, to ensure competence as a
professional, throughout their careers.’’6 While some
countries have already fully implemented this concept
into their lifelong learning policies, others are still oper-
ating a formal CE system, and still others have no official
lifelong learning structure at all. Currently, Belgium is in
this ‘‘no official structure’’ situation, with pharmacists
only having an ethical obligation to regularly take part
in CE activities. However, given the importance of life-
long learning in today’s society, the increasing number of
countries that are developing mandatory systems, and the
pressure from the health care system to demonstrate qual-
ity of care, Belgian professional associations have started
the debate on the implementation of a regulated system,
before possibly an externally driven system is enacted.
To substantiate this debate, a profound insight into the
different systems that are currently used is necessary.

The objectives of this study were to compare lifelong
learning frameworks for community pharmacists, and to
determine to what extent the CPD concept has been
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implemented. In this respect, this report could provide
a basis for professional associations or authorities that
are planning to implement a formal lifelong learning
framework. For those countries that already have a system
in use, the information provided in this article could in-
form further developments.

METHODS
The countries selected for this study were the Nether-

lands, Germany, France, Great Britain, Canada (Ontario),
New Zealand, Australia, and the United States. The main
reason for choosing these countries was to provide an
exemplary description of different approaches to lifelong
learning. Other reasons related to access and availability
of reliable information in a language with which the
researchers were familiar. Moreover, regarding health-
care and education, Belgian policymakers tend to look
at neighboring countries such as France, Germany, and
the Netherlands in their decision making. The data were
collected between September 2005 and June 2006.

For Great Britain and Ontario, Canada, internation-
ally published literature was available on lifelong learn-
ing systems for community pharmacists. Literature for the
other countries was scarce, so the Internet was searched
for relevant information from professional pharmacists’
associations and authorities. Additionally, the informa-
tion from these countries was verified by native experts
and/or professional bodies.

Lifelong learning systems were investigated by
examining the following organizational features: type
of system, voluntary or mandatory nature of the system,
presence or absence of rewards, system requirements,
type of control, and consequences of noncompliance.
The type of system used was defined and evaluated based
on the system’s requirements. Systems requiring the col-
lection of credit points were defined as CE, whereas sys-
tems requiring a portfolio were defined as CPD. Finally,
professional education structures other than CE or CPD
were defined in accordance with the terminology of the
responsible organization. The second feature evaluated,
the voluntary or mandatory nature of each program, re-
lated to the presence or absence of regulations. A structure
was defined as mandatory if compliance was required by
law or by registering bodies. A system was defined as
voluntary if it allowed pharmacists to participate in CE
or CPD without tangible consequences for not complying
with recommendations. Rewards were defined as incen-
tives of any kind that were administered in a voluntary or
mandatory setting. The item ‘‘system requirements’’
evaluated the nature of the credit points system, the port-
folio, and other requirements unique for each system. The
item ‘‘type of control’’ indicated to what extent compli-

ance with the system requirements was measured. Finally,
‘‘consequences of noncompliance’’ referred to tangible as
well as indirect consequences that occurred as a result of
noncompliance with the system requirements or recom-
mendations.

In addition to comparing these organizational features
among countries, we searched for unique aspects of each
country’s system, such as the organizations responsible
for the system and the history behind the system.

RESULTS
Although each country developed its own system for

and regulations of CE and CPD, some commonalities
were found. First, irrespective of whether a country’s
structure is based on CE or CPD, all countries except
for Great Britain and the province of Ontario have some
variation of a credit points system. This means that phar-
macists are required to collect a minimum number of
credit points in a defined period of time, usually 3 to 5
years. These credit points are typically a reflection of the
time spent on an approved activity. For example, attend-
ing a 1-hour lecture results in 1 credit point. However,
some countries award more credit points to activities that
are more likely to have a substantive impact on practice
pattern, such as interactive workshops or activities includ-
ing assessment. The second common feature relates to the
concept of CPD. Systems that are based on CPD tend to
have comprehensive competency standards, against
which pharmacists have to compare their own level of
competence as an integral part of the CPD process.

Finally, the term accreditation is commonly used for
both CE and CPD programming, to refer to official
approval and recognition of ‘‘quality’’ offerings, albeit
that the subject of accreditation varies from country
to country. For example, in Germany and the Netherlands,
the term accreditation refers to approved CE activities
whereas in the United States accreditation refers to
approved CE providers. Entire CPD programs can be
accredited in New Zealand, whereas in Australia individ-
ual pharmacists can be accredited. Table 1 presents the
organizational features of lifelong learning systems in
each of the countries studied.

The Netherlands. Since 1995, the Netherlands have
had a system of mandatory CE linked with mandatory
registration and re-registration.8 The obligation to pursue
CE was gradually introduced over a period of 4 years
until, in 1999, the quota of 6 days per year (6 40 hours)
was established.9 The lifelong learning system is gov-
erned by different organizations. The Royal Dutch Phar-
maceutical Society (KNMP), which is the professional
association of Dutch pharmacists, manages the registers.
A central body sets the criteria for the CE activities.

American Journal of Pharmaceutical Education 2007; 71 (3) Article 52.

2



Table 1. Overview of Continuing Education and Continuing Professional Development Programs for Pharmacists in Eight Countries

Country System M Reward?

Requirements

Control
Consequences of
NoncomplianceCredits Portfolio Other

The Netherlands CE Yes No 40 hours (6 days)

of accredited CE per

year of which at

least 50% must be in

pharmaceutical care

or pharmacotherapy

Registration in

KNMP register

and BIG register

Working at least

16 hours/week in

a community

pharmacy

CE completion

records

submitted to

KNMP with

license renewal

application

every 5 years

Risk of loosing

contract with

health insurer

Great Britain CPD Yes No Pharmacists

should aim

for 12 CPD

entries

per year

Registration in

the RPSGB’s

active register

CPD portfolios

controlled by

team of

reviewers

(probably

starting in 2007)

Not yet

determined

France CE No Financial

allowances for

attending CE

courses

Not yet

determined

CE completion

records

submitted every

5 years

Remediation,

must give

account to the

Order of

Pharmacists

Germany CE No Certificate 150 CE credit

points per 3 years

(1 credit point per

45 min)

CE completion

records

submitted every

3 years

No CE

certificate

Certified CE

courses

No 3-yearly

certificate

Active participation

in the certification

course

Practice

assessment

No certificate

Australia CE 1 CPD No* No 40 credit points

per year (1-3 credit

points per hour

depending on type

of activity)

Collecting

evidence for

credit points

eg, random audit

of CPD

portfolios (in

South-Australia)

eg, peer review,

provisional

practice

license (in

South-Australia)

(Re-)

accreditationy

-MR -QCPP

No Remuneration MR: 120 credit

points per

3 years (1-3 credit

points

per hour depending

on type of activity)

MR: Collecting

evidence for

credit points

MR: Successful

completion of

exams QCPP:

external

assessment at

the pharmacy

No (re-)

accreditation

(continued on next page)
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Table 1. (Continued) Overview of Continuing Education and Continuing Professional Development Programs for Pharmacists in Eight Countries

Country System M Reward?

Requirements

Control
Consequences of
NoncomplianceCredits Portfolio Other

New Zealand CE 1 CPD Yes No 12 outcome

credits per 3 years

(1-4 credits per

activity depending

on the estimated

outcome on

practice)

Collecting

evidence for

the credit

points

Mandatory

self-assessment

on competences

every 5 years

Portfolio

controlled ad

random

Provide more

proof of CPD;

work with

mentor to bring

competence

up to standard,

provisional

practice license

Ontario

(Canada)

CPD 1 Practice

Review

Yes No No formal

requirements

on content

and number

of entries

Practice Review

Processz:

Phase 1:

mandatory self-

assessment on

competences

Phase 2:

mandatory exam:

open book

written test on

clinical

knowledge,

communication

exam, discussion

session on CPD

portfolio

Remediation,

practice license

revoked

United States

of America

CE Yesx No Each state

determines the

amount of CE

credits (hours or

Continuing

Education Units,

CEUs) to be

collected

In most states:

random audit

of CE

completion

records

No license

renewal

M 5 Mandatory; KNMP (Koninklijke Nederlandse Maatschappij ter bevordering van de Pharmacie)5 Royal Dutch Pharmaceutical Society; BIG (Beroepen Individuele Gezonheidszorg) 5
Professions related to direct patient care; MR 5 Medicines Review; QCPP 5 Quality Care Pharmacy Program
*From 2007, the jurisdictions of Victoria, Australian Capital Territory, South Australia and Tasmania will have mandatory requirements
yAfter successful completion of the QCPP or MR program, accreditation is obtained. Re-accreditation is the periodically renewal of accreditation
zIn Phase 1, each year 20% of pharmacists active in direct patient care are randomly selected. Of these pharmacists, around 200 are randomly selected for phase 2
xexcept for the State of Hawaii, beginning with the renewal for the licensing biennium commencing on January 1, 2008
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Finally, an accreditation commission evaluates accred-
itation applications from CE providers and may visit
accredited courses unannounced.8,10 The KNMP negoti-
ated the registration and re-registration procedure with
the health insurers who agreed to only enter into contracts
with KNMP-registered pharmacists. As a result, pharma-
cists who do not comply with the CE obligation of the
KNMP may run the risk of losing their contract with the
health insurer. In this way, the KNMP was able to intro-
duce mandatory CE without legal authorization.

The authorities promulgated the ‘‘BIG’’ (Beroepen
Individuele Gezondheidszorg) law in 1997.8,11,12 This
law constitutes title protection for 8 professions that are
related to direct patient care, including that of community
pharmacists. Criteria for registration in the BIG-register
are related to successful completion of graduate educa-
tion, whereas criteria for re-registration are related to
work experience and CE. However, article eight of this
law, which describes this re-registration process, is not yet
implemented because of lack of consensus on the criteria
for re-registration.13 This means that pharmacists have to
be registered in the BIG-register to hold the title of ‘‘phar-
macist’’ and in the KNMP-register to be able to conclude
a contract with a health insurance fund. The KNMP would
like the government to recognize the specialty of ‘‘com-
munity pharmacist,’’ so that their register can be merged
with the BIG-register and that their criteria for re-
registration have legal status.11,13

The debate surrounding a lifelong learning system for
pharmacists in the Netherlands continues and further
reforms are expected. A critical report of the Dutch
Institute for Effective Use of Medication stated that phar-
macists should do 60 hours of CE per year instead of 40,
more courses on pharmacology and pharmacotherapy
should be offered, control should be exercised by means
of examinations instead of attendance registration, CE
should be competency based in accordance with graduate
education, the influence of the pharmaceutical industry on
CE should be controlled, and visitation reports of the
accreditation commission should be made public.13,14

Great Britain. Great Britain is one of the pioneers in
the adoption of the CPD concept. Because of dissatisfac-
tion with the former system of mandatory CE in which
pharmacists had to complete 30 hours of CE per year,
a new approach was found in CPD.15,16 Introduced in
1998, the Royal Pharmaceutical Society of Great Britain
(RPSGB) invited 500 pharmacists to participate in a pilot
project to develop CPD within the profession. Through
intensive consultation with their members, the system
was refined, and in 2002 the first 5000 pharmacists
enrolled in the ‘‘Plan and Record’’ CPD framework.17-19

Today, most members of the RPSGB are enrolled and

legislation to make enrollment mandatory was expected
to be introduced in spring 2007 through the Section 60
Order of the Health Act 1999, rendering pharmacists
unable to practice if they don’t comply with the manda-
tory CPD requirements.20,21

Of all studied countries, Great Britain’s system is the
only one that is fully based on qualitative criteria. Indeed,
there are no requirements on the type of CPD activities
that participants must report, as long as the activities con-
tribute to the pharmacist’ professional development.22

Pharmacists are instructed to aim for 12 CPD entries
a year.23 In order to make the system work, a rigorous
framework was needed to guide pharmacists in the
recording process. Therefore, all pharmacists receive a
CPD package, ‘‘Plan and Record,’’ as well as a 30-minute
videotape, Introducing CPD. The materials explain that
every CPD entry has to be documented in a portfolio
(online, through the website of the RPSGB, or on paper)
according to the elements of the CPD cycle, including
reflection, planning, action, and evaluation. In the reflec-
tion part, learning objectives have to be stated, as well as
the methods used to identify those objectives and related
areas of competence. In the planning field, pharmacists
note, among other things, the date by when the learning
objectives have to be met as well as the planned activities.
The action paragraph reports on the completed activities
with the estimated time taken, whereas in the evaluation
part, details are provided on the extent to which the learn-
ing objectives have been met, examples of application
of the learning outcomes, feedback from other persons,
etc.22

Such a qualitative system requires qualitative control.
When the legislative powers are established, the RPSGB
will be able to call in CPD records for review, which will
probably happen every 3 to 5 years.23 In the latter part of
2007, the RPSGB will launch a pilot program for review-
ing pharmacists’ records of their CPD. In cases where
poor CPD records are identified, detailed feedback will
be provided to the pharmacist on how to improve them,
and if that is still insufficient, support may be offered
from a RPSGB CPD facilitator.24

France. In 2002, the legislation necessary to imple-
ment mandatory CE in France was passed.25,26 Four years
later, in June 2006, the decree that determines the practi-
cal applications was issued.27 However, mandatory CE
will probably not be implemented before 2008.28 This
decree prescribed the formation of a national board for
the regulation of CE for pharmacists, as well as the creation
of regional boards. The national board will approve CE
providers, not individual CE activities, and it will have
to decide on mandatory CE topics and the number of
CE courses that have to be completed. From the moment
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the regional boards are established, CE becomes manda-
tory. Pharmacists will have to submit their CE records to
these boards every 5 years. In case of noncompliance, a
plan will be discussed for fulfilling the CE requirements.
If the pharmacist is not willing to cooperate, the Ordre
des Pharmaciens (Order of Pharmacists) will be informed
and they will decide upon disciplinary sanctions.

Of all the countries studied, France has the most
developed CE system in terms of legal rights and financial
arrangements.29-31 These rights and arrangements are
regulated by 3 different systems: the Droit Individuel à
la Formation (DIF; Individual Right to Education), the
Congé Individuel de Formation (CIF; Educational
Leave), and the Plan de Formation (PF; Educational
Plan). According to DIF, full-time employees have the
right to 20 hours of CE each year. Employees must take
the initiative and ask for written agreement from their
employers to complete the CE. Normally, the CE activi-
ties take place outside of working hours and the employee
receives from the employer an allowance equal to 50% of
his/her real income. If the CE activities take place during
working hours, the entire salary of the employee is main-
tained.32 The CIF enables employees to spend up to 1 year
(maximum of 1200 hours) pursuing an educational activ-
ity of their choice (not necessarily related to their pro-
fession). The employer cannot refuse. During this leave,
the employment contract is temporarily terminated and
the employee is paid by the Fonds de gestion du congé
individuel de formation (FONGECIF; fund for the oper-
ation of the CIF).33 Finally, the PF framework covers
every CE activity initiated by the employer. These CE
activities normally take place during working hours, but
may take place outside working hours (maximum of 80
hours per year per employee). Funds such as the FIF-PL
(Fonds Interprofessionnel des Professionnels Libéraux)
for pharmacy owners, and the OPCA-PL (Organisme
Paritaire Collecteur Agrée des Professions Libérales)
for pharmacy staff, guarantee financial compensation
for taking part in CE.

Germany. Germany introduced a voluntary CE cer-
tification system for pharmacists in response to pressure
for pharmacists to prove quality and to defend the self-
regulated status of the profession.34,35 This certification
system was implemented State Chamber by State Cham-
ber from 2001 to 2006, with each State adapting the Fed-
eral Chamber’s recommendations to their own specific
regulations. The certificate can be earned every 3 years
if the requirement of 150 credit points per 3 years is ful-
filled. In general, 1 credit point is awarded for every
45 minutes of CE that is completed, and an extra point
is allocated if an assessment is successfully completed.
The accreditation applications are evaluated by the Bun-

desapothekerkammer (Federal Chamber of Pharmacists)
and the different Landesapothekerkammern (State Cham-
ber of Pharmacists) for activities organized on national or
regional level, respectively. In addition to the voluntary
certification system, pharmacists can enroll in specific
certified CE courses such as Pharmaceutical Care for
Patients With Diabetes.36,37 These courses require active
participation as well as successful completion of a practice
assessment to earn the certificate. Usually, these certified
courses can also count as credit points toward the 3-yearly
CE certificate.37

Australia. Australia has 2 systems: a re-registration
system, which includes a commitment to lifelong learn-
ing, and voluntary accreditation programs with remuner-
ation. By 2007, 4 of the country’s 8 jurisdictions will
require pharmacists to demonstrate or show proof of their
involvement in lifelong learning activities. Although each
jurisdiction determines how this lifelong learning require-
ment has to be demonstrated, the Pharmaceutical Society
of Australia (PSA) designed a recommended framework
for the recording of CPD. This framework is based on
a weighted credit points system, allocating greater value
to more effective educational activities.38 In addition, the
PSA as well as other professional bodies provide activi-
ties suitable for incorporation into the CPD programs of
the member states.

Apart from this CPD system, pharmacists negotiated
a remunerated accreditation system with the Government.
Two accreditation programs are available: the Quality
Care Pharmacy Program (QCPP), for which the Austra-
lian Government has recognized the Pharmacy Guild; and
the Medicines Review (MR) program, for which the Aus-
tralian Government has recognized the Australian Asso-
ciation of Consultant Pharmacy (AACP) and the Society
of Hospital Pharmacists (SHPA).39-41 QCPP is a program
focused on raising the standard of customer service in
individual pharmacies and is based on business and pro-
fessional standards. Thus, accreditation in QCPP involves
the whole pharmacy. In contrast, the MR program is com-
pleted by individual pharmacists. Both programs require
a form of assessment to obtain accreditation and re-
accreditation. In the case of MR, the reward consists of
a fee per review, and the permission to use the post-
nominals AACPA (AACP accredited). Accredited QCPP
pharmacies are eligible to receive an incentive payment,
get access to remuneration for services where QCPP
accreditation is a prerequisite, and use the QCPP logo.40

New Zealand. New Zealand introduced the concept
of CPD in 2001, with a voluntary pilot program that ran
for 4 years. The program requirements were finalized in
2005 and made available to all New Zealand registered
pharmacists, although still on a voluntary basis. CPD
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became mandatory in April 2006. Currently, New Zealand’s
Pharmacy Council has only accredited the Pharmaceutical
Society of New Zealand’s (PSNZ’s) ‘‘ENHANCE’’ CPD
program. This system is unique in that it is not based on
a traditional credit points system. Instead, the PSNZ
developed an outcome credits system in which pharmacists
allocate credits for a CPD activity based on the outcome it
had on their practice. Accordingly, 3 scales were developed
together with guidelines to assist pharmacists in allocating
the appropriate number of credits to their CPD activities.
Upon request, evidence to support the outcomes of their
CPD has to be submitted.42 Apart from the CPD require-
ments, pharmacists also have to complete a self-assessment
on competences every 5 years, unless they change their
area of practice, in which case, another self-assessment
against the Competence Standards must be taken.

Canada (Ontario). Ontario has a mandatory Quality
Assurance Program consisting of a two-part registration
system, a learning portfolio, and a practice review process
with remediation. The function of the register is to distin-
guish between pharmacists active in direct patient care
(part A) and those active in non-direct patient care (part
B). Regardless of their registration part, all pharmacists
have to keep a learning portfolio to demonstrate lifelong
learning. Pharmacists from part A of the register are
obliged to take part in the Practice Review Process when
selected. Phase one of this process includes sending in
a summary of completed CE activities that have been
undertaken as part of the CPD process, and the completion
of a self-assessment survey, which assesses pharmacists’
own learning needs. Each year, 20% of pharmacists are
randomly selected for phase 1 of this program so that every
pharmacist goes through the process once every 5 years.
Phase 2 of the Practice Review Program involves a direct
assessment consisting of 3 activities: a 115-minute open-
book written test of clinical knowledge (multiple-choice
questions), five 12-minute standardized-patient interview
scenarios reflecting contemporary practice, and a 60-minute
educational session on CPD and the portfolio. Because
of this mandatory assessment component, there are no
quantitative criteria for the content of the CPD portfolio.
Each year, about 200 pharmacists from the phase 1 pool
are randomly selected to take part in phase 2. In 2001,
the first 5-year cycle of the Practice Review Program was
completed. Of the 992 pharmacists who had participated
in the phase 2 process, 86% received satisfactory scores
on the test, while 14% did not and received remedial assis-
tance from a colleague.43-47 Most of the pharmacists from
the peer assistance group successfully completed a reas-
sessment within 1 year.

United States. In 1965, the state of Florida was
the first to implement mandatory CE for pharmacists.48

Today, all 50 states except for Hawaii, require pharma-
cists to participate in accredited or approved CE.49 The
requirement is based on number of hours of participation
and the average requirement is 30 hours every 2 years.
The Accreditation Council for Pharmacy Education
(ACPE) sets accreditation standards and accredits CE
providers, rather than individual CE activities.50 Some
states require a minimum number of credits to be gathered
from live courses (eg, Florida), while others require a min-
imum number of ACPE-accredited courses (eg, Indiana),
or specify specific topics for which credit points have to
be collected (eg, in Arizona, every 2 years pharmacists
should have followed at least 3 hours on pharmacy law).
Recent concerns about the effectiveness of traditional CE
have been a source of much debate, and the CPD model
has been discussed as a means of improving the quality of
the existing system of CE in order to support maintenance
and enhancement of the competencies required to deliver
pharmacy services in an increasingly patient-oriented
environment.48

DISCUSSION
CE has proven to be an insufficient method of chang-

ing pharmacists’ behavior.2,5 Despite this, some of the
countries that are just starting to implement a formal life-
long learning system still choose the CE approach (eg,
Germany). The reasons for this differ. First, a system that
strictly follows the principles of CPD, such as the system
in Great Britain, requires substantial support and is time
consuming. Second, when choosing a CPD system,
a framework has to be developed that enables pharmacists
to satisfy their personal learning needs and is based on the
CPD stages of reflection, planning, action, and evaluation.
This framework may also include comprehensive compe-
tency standards against which pharmacists can assess
their own level of competence as a part of the reflection
stage of the CPD cycle. Moreover, pharmacists will prob-
ably need a good understanding of what CPD is, how
they are supposed to document it, and how their records
will be evaluated before they pursue CPD. On the other
hand, the advantage of a system based on CE is that it
allows quantitative evaluation, which many pharmacists
value.46,51 Also, in terms of regulatory bodies evaluation
of credits may be more straightforward than evaluation
of CPD portfolios. This may also explain why some coun-
tries combine elements of CE (eg, credit points system)
and CPD (eg, portfolio).

Together with the debate on CE versus CPD, the ques-
tion of mandatory versus voluntary systems arises. Often,
this question is beyond the authority of pharmacists’
regulating regulatory bodies. However, irrespective of
its voluntary or mandatory nature, every system should
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aim to motivate pharmacists to engage in lifelong learn-
ing. One strategy to increase motivation is to maximize
pharmacists’ autonomy and freedom, even in mandatory
settings.52 In the traditional mandatory CE approach,
there is not much room for freedom. Except for providing
a range of activities from which pharmacists can select,
the number of credits that must be earned is fixed. In
contrast, the CPD approach gives pharmacists more free-
dom and choices. This is demonstrated by the ‘‘Plan and
Record’’ CPD system of Great Britain. This system
moves away from a CE credits approach towards a frame-
work in which pharmacists have full responsibility for
their portfolio. Another example is the ENHANCE CPD
system in New Zealand in which pharmacists themselves
determine the outcomes of their CPD activities. Such sys-
tems that create supportive conditions for harnessing the
autonomous development of pharmacists and in which
pharmacists have a sense of volition and the experience
of choice, have been proven to facilitate tasks that require
disciplined engagement such as CE and CPD.52,53 This
approach of giving more responsibility to the pharmacists
themselves could be a facilitator for the integration of
mandatory lifelong learning policies, which in turn could
result in more sustained behavior change. This means that
the CPD approach could indeed be more effective than the
CE approach. However, because of the recent implemen-
tation of CPD models, this still needs to be investigated.

There is no single approach to lifelong learning sys-
tems for pharmacists. Each country’s lifelong learning
system has developed incrementally over time and reflects
domestic institutional constraints. This also means that
a system could not be transferred from one country to
another without first adapting it to local circumstances.
For example in Belgium, we think it would be difficult
to implement the mandatory CPD system of Great Britain,
in which pharmacists do not receive financial rewards for
engaging in CPD. In Belgium, doctors have a CE system in
which they are financially rewarded.54 Belgian doctors
who comply with the CE requirements (approximately
20 hours per year) can become accredited, and gain the
right to a higher honorarium per patient and an agreed
accreditation fee per year.55 Rejecting such a reward
system for pharmacists would probably result in a ‘‘if
they can, why can’t we?’’ attitude. This does not mean
that a reward structure is not desirable, but it indicates the
influence of the environment.

CONCLUSIONS
Despite a general awareness that the CE approach is

not sufficient for changing the behavior of pharmacists,
the shift towards CPD has not yet made much headway in
the countries studied. The complexity of CPD, as well as

each country’s traditions, experiences, and environmental
influences make it difficult to implement the CPD ap-
proach. Therefore, although some countries have adopted
the philosophy of CPD, they continue to use typical CE
elements such as the credits system. These mixed systems
appear to offer controllability by regulatory organiza-
tions, which is inherent to CE, as well as a framework
for pharmacists that enables sustained behavior change,
which is inherent to CPD.
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